A universal mental health screening program for undergraduate students was implemented using graduate student clinicians and online interviewing tools. Participants: Participants included 455 undergraduate students at a large Midwestern University enrolled in introductory psychology. Methods: Participants in the experimental group first completed an in-class self-report mental health screening questionnaire. Based on subscale elevations, students scoring in an "at risk" range on any subscale were invited to participate in individual online follow-up interviews to assess risk level and provide referral information. Results: Results demonstrated that a majority of undergraduate students scored in an at-risk range on at least one subscale on a mental health screening questionnaire, and follow-up interviews were successfully conducted for 40% of students with elevations. Perceptions of campus mental health priorities improved over a three-month period from the time of the initial screening. Conclusions: Universal campus mental health screening was successfully implemented using graduate student clinicians resulting in a large number of referrals for mental health treatment and improved perceptions of mental health treatment on campus.
Despite the fact that college campus counseling centers have been found to be extremely helpful in assisting students, the students who receive those services are typically self-referred. 5 Many college campuses provide some mental health screening and have even used online forums and social media to reach more students, but again, participants in such screening events are typically self-referred. 6 One way to increase awareness of the potential need for mental health services among students is to implement universal screening programs where all students are provided with an opportunity to engage in mental health screening and receive appropriate feedback.
Dowdy et al. argue that universal screening for complete mental health should be brought
to the front of the delivery system, in order to emphasize prevention and early intervention. 7 The goal is to shift the approach to mental health from reactionary to preventive. However, while universal screening could be an excellent way to reach the whole college population rather than the small percent of students who actively seek help, there are various obstacles related to implementation. Specifically, universal screening requires significant resources in terms of time, facilities, and personnel.
Two potential ways to alleviate the high-resource demand of universal screening include 1) utilizing graduate students enrolled in mental health training programs to assist in implementing universal screening, and 2) taking advantage of technology to conduct confidential, individual screening and risk-assessment. As stated by Furr, training graduate students and allowing them the opportunity to gain practical experience is a cost-effective way to increase the possibility that university counseling centers can offer services without experiencing further burden on limited resources. 8 Furr discusses the benefits of having counseling and psychology students intern at university counseling centers in order to gain first-hand experience, while also allowing the center to serve more clients. 8 In addition, Rodriguez et al. indicated that experiential learning, more specifically experiencing emotionally-charged encounters, is incredibly important for clinical psychology students. 9 Therefore, involving graduate students in this type of clinical activity appears to be one possible solution to implementing universal screening while reducing the need for further resources at universities.
The use of online tools to conduct confidential individual mental health screening and risk-assessment has the potential to reduce the resource demands for institutions (e.g., finding large numbers of private rooms for individual meetings) and increase the likelihood that students will participate by providing flexible appointment times for virtual meetings that can be conducted anywhere (e.g., in a student's own dorm room or apartment). The main concerns related to the provision of any online mental health services are generally related to crisis management and confidentiality. 10, 11 In terms of confidentiality it is important to utilize software and programs that have been specifically developed in order to protect confidentiality and are HIPAA compliant. With regards to concerns about crisis management, evidence suggests that crisis situations can be effectively resolved using online formats when trained clinicians ask detailed questions and have resources readily available to support their clients. 12 Recent evaluations of online therapy suggest that people may get just as much benefit from participating in online therapy as they get from seeing a therapist face-to-face, 12 suggesting that online screening tools may also be effective.
The high rate of mental health concerns among students combined with the relatively low rate of self-referrals to campus counseling centers suggests the need for universal screening programs. The current study sought to pilot a universal screening program utilizing graduate student clinicians and online individual follow-up interviews for at-risk students. It was hypothesized that approximately 30% of students would score in an "at risk" range on at least one subscale of a mental health screening tool, consistent with prior research suggesting levels of students suffering from symptoms consistent with a mental health diagnosis. 3, 4 Additionally, it was hypothesized that individuals who participate in a mental health screening will have greater perceptions of mental health on their campus than individuals who do not participate.
METHODS

Participants
A total of 455 participants (MAge = 19.04 years, SDAge = 1.91) were included in the study. In terms of gender identification, 58.8% (n = 267) self-identified as "female", 40.7% (n = 185) as "male", and less than 1% (n = 2) as "gender non-conforming." A total of 86.9% (n = 392) participants self-identified as White, 5.5% (n = 25) as Other, and 4.7% (n = 21) as Black. Fewer than 10 students in the study identified as Korean, "other Asian", Chinese, Filipino, Asian Indian, or American Indian or Alaskan Native.
Participants were enrolled in two sections of Introductory Psychology at a large Midwestern University. One course section was assigned to be the experimental group (n = 247) and the other course section was assigned to be the control group (n = 208). There were no significant differences in terms of demographic variables between participants in the experimental class and those in the control class. Both courses were taught by instructors who were licensed clinical psychologists and used a shared syllabus with identical course structures and assignments/grading. Participants received credit toward a course research requirement for their participation in the study.
Measures
Counseling Center Assessment of Psychological Symptoms-62. The
Counseling Center Assessment of Psychological Symptoms-62 (CCAPS-62) was utilized as the main screening tool to assess potential areas of mental health concern. The CCAPS-62 is a screening tool that was developed specifically for a college student population in order to provide a valid and reliable measure that could assess a multitude of symptom areas at once in order to provide a comprehensive assessment. 13 Each of the CCAPS-62 subscales (depression, generalized anxiety, social anxiety, academic distress, eating concerns, family distress, hostility, substance use) was more highly correlated with a pre-existing measure of the same construct than the other constructs, 13 supporting the utility of this screening tool as a multidimensional method to assess common problems in college students.
Due to the nature of a large group screening, 4 critical items identified by the creators of the CCAPS-62 were removed from the initial screening. These critical items include the questions "I lose touch with reality", "I have thoughts of ending my life", "I am afraid I may lose control and act violently" and "I have thoughts of hurting others".
Affirmative answers to these items would require immediate follow-up which was problematic in a large group format. After extensive consultation with staff and faculty representing university counsel, risk management, institutional research, and administration, the primary investigator determined the following course of action to be the most appropriate one. These items were removed from the initial screening and replaced with a single item that stated "I am in significant distress and would like to speak to someone today". Students who endorsed this item were instructed to go to a room in the same building where they would be met by a mental health professional.
However, no participants who endorsed this item (n = 5) arrived at the room. Instead, each individual was contacted vie email and/or phone to determine the immediacy of their needs and was referred to the counseling center if necessary.
Perception of Mental Health Care on Campus Questionnaire (PMHCCQ).
The PMHCCQ consists of 6 questions that were developed specifically for the current study to evaluate student perceptions of mental health care on campus. For example, students were asked to rate the following items: Follow-up Phase. After the screening phase, any participant who scored in the "high distress" range on any subscale score on any of the 8 areas of concern (depression, generalized anxiety, social anxiety, academic distress, eating concerns, family distress, hostility, substance/alcohol use) was contacted via text message to participate in the follow-up phase of the study. Graduate student clinicians utilized an online calendar and texted the link to each participant so that they could sign up for a convenient time. If a participant did not respond to the initial text, the researcher sent up to two additional text messages, and then attempted to reach the participant by phone. If the participant never responded to any attempt to contact, he/she was considered to be withdrawn from the study.
A total of 63 participants completed a follow-up interview. Participants either engaged in a follow-up interview through Skype for Business (n = 42), phone-call (n = 14) in case of technical difficulties, or face-to-face (n = 7) if they did not have the technological means to participate online. Participants were asked the follow-up interview questions for each elevated subscale on the CCAPS-62. In addition, each participant was screened for suicidal ideation, and self-harm urges and/or behavior.
Students who elevated on the hostility scale were also screened for homicidal ideation. If a participant was considered to have any level of elevated risk of harm to self or others that was not deemed "imminent," then the participant was to be referred for immediate follow-up at the campus Counseling Center. Participants who were not at risk of harm to self or others but who expressed other mental health distress (e.g., anxiety, depression)
were provided with referral information about campus and community treatment resources. If the student indicated they were interested in visiting the counseling center, they were provided with a "release form" that allowed the research team to provide the counseling center with the follow-up packet and screening data. Although there were no students considered to be at imminent risk during the study, graduate student clinicians were trained in the following process if they were to interview a student deemed to be at imminent risk. First, the graduate student clinicians were instructed to contact the faculty member on call (faculty who were licensed clinical psychologists were "on call" at all times when follow-up interviews were conducted) and consult about the situation, while also being prepared to call the police or campus security depending on the location of the student. After making the decision that the student was at imminent risk, the graduate student clinician would work with the student to identify someone who could walk them to the counseling center or the hospital depending on the time of day. Graduate student clinicians were instructed not to end the Skype call until help had arrived and the student was not alone anymore. 
Three Month Follow
RESULTS
A total of 247 participants in the experimental class engaged in the large class screening. Among those students, a total of 64% (n = 158) obtained an elevated score on one or more subscales of the CCAPS-62. See Table 1 
Gender Differences
In order to identify any gender differences in subscale elevations, a chi-square test was conducted for each subscale. A total of 141 females, 104 males, and one gender nonconforming individual participated in the large class screening. There was a significant gender difference on the generalized anxiety subscale,  2 (2, N = 246) = 7.199, p = 0.03 social anxiety subscale,  2 (2, N = 246) = 10.612, p = 0.005, eating subscale,  2 (2, N = 244) = 12.663, p = 0.002 with females elevating more frequently than males. There was also a significant gender difference for the substance use subscale,  2 (2, N = 246) = 6.262, p = 0.04 with males elevating more frequently than females. See Table 2 for all chi square statistics including non-significant findings. Of the 158 individuals who elevated on one or more scales, 39.9% (n = 63) participated in the follow-up interview, 21.5% (n = 34) declined to participate, 27.8% (n = 44) never replied to the invitation to participate, 8.2% (n = 13) signed up to participate but did not attend the follow-up and then never replied, and 2.5% (n = 4) expressed initial interest but never signed up to participate.
During the follow-up phase, risk levels were assigned to each participant (see Appendix C for risk level criteria). Of those who completed a follow-up interview, 25.4%
(n = 16) were considered to be in minimal distress, 41.3% (n = 26) were considered to be in low distress, 23.8% (n = 15) were considered in moderate distress, and 9.5% (n = 6)
were considered in high distress. Any participant placed at a level of moderate distress or higher was referred to the campus counseling center. When a student was considered to be in high distress, they were recommended to seek immediate help from the counseling center.
Perceptions of Mental Health Care on Campus
The PMHCCQ was completed the day of the initial screening and 3 months after the initial screening. A series of 2 (experimental group vs control group) x 2 (time 1 vs time 2) mixed design ANOVAs were used to analyze the average score on each item of the PMHCCQ for participants. There were no significant differences on any items based on group assignment (experimental group vs control group). However, there were within group differences found on several items. There was a main effect for time on item 2 comparison was not significant (t(53) = -1.48, p = .15). Finally, there were no significant main effects or interactions for items 1 and 6. See Figure 1 for mean comparisons on PMHCCQ items over time collapsed across groups. 
COMMENT
Of the students who participated in screening phase of the experiment, 64% (n = 158) obtained scores considered to be "at risk" on at least one subscale of a mental health screening tool. These findings indicate that the majority of students in a large introductory psychology course reported distress at a significant level. Developers of the CCAPS-62 provide two "cut-off" scores (low-cut score and high-cut score) and indicated that students in treatment at a university counseling center typically fall above the lowcut score. 14 For the purposes of the current study, we chose to identify students based only on the high-cut score, suggesting that an even higher percentage of students would have been identified using the low-cut score. Although many of those students were determined to be at minimal/low risk during the follow-up stage, 33.3% (n = 21) of the students who chose to follow-up were determined to be in need to counseling services for concerns more significant than typical adjustment issues, consistent with our initial hypothesis. However, considering only 39.9% of participants who elevated on one or more scales actually chose to follow-up, it is likely that more students were in need of a referral.
These findings suggest that a large number of students are struggling to some degree. These data support the need for more widespread mental health screening on our campus in order to identify students who may not self-identify in typical mental health screening formats and may not be aware that they could benefit from receiving mental health treatment.
Although 158 individuals were invited to participate in the follow-up phase, less than half of them (39.9%) participated. There were a number of individuals who formally declined the invitation, and there were 38.6% who either never responded or expressed interest in participating, but never followed through. In the future, attempts to specifically target these individuals and increase their likelihood of engaging in the follow-up phase would be important. One potential obstacle for completing the follow-up could have been scheduling issues. In order to try and share the caseload, graduate clinicians were assigned a specific number of students. It is possible that students may not have followed up due to scheduling conflicts with their assigned graduate clinician. Although we did express that the students could still have the opportunity to meet with someone in the case of scheduling conflicts, that additional obstacle could have been enough to prevent participation. In the future, it could be beneficial to allow students the opportunity to sign up for any available timeslot and then allow graduate clinicians to pick up case files once scheduling is completed. One other potential explanation for the relatively low individual follow-up rate could be that the participants who chose not to follow-up did not need any additional research credit for their course and therefore lacked motivation to participate.
In the future, increasing motivation to participate through other incentives might be helpful.
The PMHCCQ also provided interesting data regarding changes in student perceptions over time. Between the initial screening phase and 3-month follow-up, participants at the 3-month follow-up had stronger beliefs that the university should be more involved in promoting student mental health. At the 3-month follow-up they also reported feeling more comfortable discussing student mental health on campus, agreed more strongly that the university is invested in their mental health, and that mental health is a priority on our campus. It is interesting that students felt more strongly, at the end of participating in the research, that the university still should be involved, even though they agree that the university is already placing mental health as a priority. This question was worded as a "negative" belief, so it was hypothesized that individuals would agree with this statement less after participating. It appears the students generally agreed that the university cares about mental health, but they also indicated a belief that even more work could be done to continue promoting mental health on campus. Additionally, it is interesting that participants in the control group did not respond to these questions differently than participants in the experimental group, which was contrary to our second hypothesis. Perceptions about mental health priorities on campus generally improved in both groups over time. One possible explanation of this finding is that participants in the control group were exposed to the same informed consent as participants in the experimental group so that the control participants knew that a large-scale mental health screening was being conducted on campus despite their lack of participation in the screening individually. That knowledge could have led to improved perceptions of mental health priorities on campus. It is also possible that students (mostly first-semester freshman) simply became more aware of mental health priorities on campus over time and that the current intervention was not responsible (or not solely responsible) for the improvement in perceptions.
Limitations
Although prior research has focused on prevalence rates with regard to clinical diagnoses, the CCAPS-62 is not meant to be a diagnostic indicator. Therefore, the current percentage of students who scored in an "at risk" range on any of the CCAPS-62 subscales should not be compared directly to previous research on prevalence of mental health diagnoses on college campuses.
Regarding the PMHCCQ, there was significant participant attrition due to data being collected months apart. It is possible that students who felt more positively about the mental health priorities on campus were more likely to respond to the follow-up PMHCCQ questions.
The generalizability of our sample is also a limitation. A total of 86.9% of our sample self-identified as "White" and the mean participant age was 19-years-old which is not representative of a diverse college population. However, these demographics are similar to the normative sample of the CCAPS-62 with 71.2% of participants selfidentifying as "White" and a modal age of 19-years-old. 14 While the current study evaluated a method of universal screening that reduced resources (both human resources and space resources), it is important to note that the resources required to complete the screening in only one section of the five sections of Introductory Psychology were significant. The planning phase of the study required extensive consultation with various campus entities including the Institutional Review Board, legal counsel, counseling center, and departmental/college administration.
Although by utilizing graduate student clinicians we were able to redirect the pressure away from the counseling center staff, there were still many personnel needed to make this possible including graduate student clinicians, clinical psychology faculty members, and undergraduate research assistants.
Conclusions
This current study demonstrates that universal screening can be conducted successfully with the use of graduate clinicians and online interviewing tools. Through this study, a large number of individuals were identified and referred for mental health services. Future work should focus on trying to improve the follow-up rate among students who score in an "at risk" range on a self-report screening measure.
Although universal screening does require significant resources, using graduate student clinicians can help reduce the demands on the university and campus counseling centers. In addition, the graduate students themselves also benefit by gaining clinical experience. For institutions that do not have graduate programs, partnering with an institution that does have graduate training might be possible. Additionally, the use of online platforms to conduct confidential individual follow-up interviews can further reduce the resource demands for institutions. Although not every student may have access to a web camera or smartphone, the number of students who would require an inperson follow-up appear to be minimal compared to those who can meet through an electronic medium. Overall, the current study suggests that universal screening is possible to implement using creative methods to reduce resource demands, however the resources still used are significant. 
APPENDICES
